
and the pulse may range from 100 to 110. The
uterus is big; it is soft; it is somewhat tender.
The lochia are very foul. Simple massage of the
uterus will oftentimes push out a clot or ma-

terial at the internal os with the result that
drainage from then on is perfectly competent.
In such cases the temperature will go to nor-
mal and remain so. The routine treatment of
such cases' is elevation, ice and ergot and in
the case in which we have very foul pads with
no rise in temperature there is nothing to do.
Nature is doing all that is necessary.

Logically the sapraemia case is the only one

which offers any argument for intrauterine
manipulation. Here if one wishes to use a

douche for the purpose of mechanically wash-
ing out material and does it for that purpose
alone, no one can say but that the treatment is
logical, but inasmuch as elevation, ice and
ergot will accomplish this same result, perhaps
taking a day or so longer to do it and subject-
ing the patient to no possibility of danger, is
it worth while to run any chance of carrying
true bacteria into the uterus for the treatment
of a condition which can be successfully com-

bated by conservative measures ? I feel strongly
that intrauterine manipulation for sepsis is
never indicated; often very harmful and has
practically nothing to be said in support of it-
self.

There is one sequela of the saprophytic in-
i'ection besides the possible superimposed infec-
tion of pyogenie organisms and that is the suib-
involution of the uterus with its subsequent
prolonged bloody discharge. Cases in which
material has been left at the time of labor may
often show continued, red lochia two or three
weeks after delivery, with a uterus which is
bigger than normal. This bleeding is due to
some foreign substance in the uterus and it
will persist until this foreign substance is re-

moved. This complication is not uncommon

and it is not common. The treatment in all
such oases is rest in bed, ice and ergot, and if
the temperature has been normal for a week or

ten days and the lochia does not cease under
inactive treatment, curettage is indicated and
it is in this condition that the curette holds its
only rational position in postpartum obstetrics
today.

Conclusions. Puerperal infection is bacterial
infection. Organisms gain entrance, first by
vaginal examination; second, by the presence
of an abnormal vaginal flora at the time of

labor: third, by extension from foci of in-
fection elsewhere in the body. The three types
of puerperal infection depending upon the or-

ganism are, first, hemolytic streptococcal in-
fection; second, pyogenie infection: third,
saprophytic infection. The treatment of each
type depends upon the bacterial reaction and
the knowledge of its pathology. By and large,
leave it alone. The curette is dangerous. The
antiseptic douche unintelligent. The conserva-
tive treatment rational and harmless. Surgery
plays its part only when the infection has pro-
duced localized pus, and then the old-time sur-

gical principle of the evacuation of pus ob-
tains. Vaccines and serums have had their
try and they have been found wanting. The
future holds its hope first in aseptic prepara-
tion of the patient, absolute cleanliness of the
operator. In this way, to lower the percentage
of infection to its lowest possible point. Next,
conservative treatment to do no harm rather
than to go on the supposition that some good
may come from interference and in the specific
serum for each individual case based upon the
success of the treatment of type four in pneu-
monia. Theoretically, vaginal smears and cul-
tures of a pregnant woman taken soon before
labor may ponit out those which contain harm-
ful bacteria and in consequence, some method
of making these harmful bacteria harmless may
bo evolved.

CORRELATION OF DATA IN CASES SEEN
AT THE PSYCHOPATHIC DEPART-
MENT AND FOXBORO STATE HOS-
PITAL.*

By Lawson G. Lowrey, A.M., M.D., Boston,
Chief Medical Officer, Psychopathic Department,

Boston State Hospital; Instructor in Neuro-
pathology and Psychiatry, Harvard

Medical School.

Data have elsewhere been presented concern-

ing the diagnoses in 419 cases seen at the
Psychopathic Department of the Boston State
Hospital and transferred to other institutions.
At the present time, data are being compiled on

about 700 more such cases and the results will
shortly be published. This, however, is the first
opportunity I have had to make an intensive
study of the diagnostic standards and opinions
of a single institution as compared with those of

*Presented at the opening of the Laboratory at Foxboro State
Hospital, June 2, 1919.
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the Psychopathic Department. It is important
always to submit to the careful scrutiny of one
individual the facts and interpretations of the
facts applying to any group of cases, since in
that way an adequate idea of differences in
standards and in interpretations is most easily
secured.

The Psychopathic Department stands in a

peculiar position in this respect. Its records
are continually being critically scrutinized by
the medical staffs of other institutions, but not
in a particularly systematized fashion, the re-

sult being that all too often errors of omission
and commission are not brought to the atten-
tion of the staff at the Psychopathic Depart-
ment, nor are reasons for differences in points
of view analyzed. Hence, this opportunity to

analyze the changes in diagnosis between these
two institutions seems to me of particular im-
portance.

The data are drawn from 231 cases observed at
both institutions during the past seven years.
These are all the eases which we could ascer-

tain had been observed in both institutions.
Of the entire group, 17 cases, or 7 3/10 per

Table I.

.

Foxboro Diagnosis Per Cent.
Psychopathic Diagnosis Agrees Disagrees Agkees

Dementia precox ... 115 102 12 89.5%
Manic depressive 29 20 9 08%
General paresis .... 15 15 0 100%
Neurosyphilis. 4 3 1 75%
Acute alcoholic hal-

lucinosis . 7 5 2 71%
Psychosis with men-

tal deficiency .... 4 0 4 0
Mental deficiency .. 5 4 1 80%
Senile dementia ... 4 4 0 100%
Arteriosclerotic psy-

chosis. G 4 2 67%
Involution melancho-

lia. 4 2 2 50%
Preseiiile psychoses. 2 11 50%
Psyehoneurosis .... 1 1 0 100%
Psychosis with oi"g.

Br. disease. 1 1 0 100%
Paranoiac condition .6 0 6 0
Prolonged delirium

tremens. 1 0 1 0
Chronic alcoholism.

.

1 0 1 0
Paraiphrenia. 3 2 1 67%
Korsakow's psychosis 1 1 o 100%
Alcohol and manic

depressive. 1 0 1 0
Arteriosclerosis and

senile dem. 1 0 1 0
Psychogeoic psycho-

sis. 1 0 1 0
Psychosis with C.P.I. 10 10

Total. 213 165 48 77%
Alcoholic hall. + CP. 1 1± ± 77%
Unclassified. 17 2 15

Grand Total .... 231 168 63

cent,, received no diagnosis at the Psychopathic,
though all except two received a definite diag-
nosis at Foxboro. Excluding these 17 cases, we

find that the diagnoses agree in 165 cases, or 77
per cent., and vary in 48 with one case doubt-
ful. This is precisely the percentage of agree-
ment found in previous study where all institu-
tions were combined. If we include the undiag-
nosed grovips, which is hardly fair to the fig-
ures, we find 75 per cent, of agreement,

In Table I are presented the data concerning
agreement and disagreement in diagnosis ac-

cording to groups. The doubtful case, shown in
the table, is one called "alcoholic hallucinosis
and general paresis" at the Psychopathic, and
"general paresis with chronic alcoholism" at
Foxboro.

This woman of 57 had a long alcoholic his-
tory, marked auditory hallucinosis (voices
threatening her, etc.), a depressed emotional
tone and the physical and laboratory signs of
paresis. By the time she was transferred to
Foxboro. the hallucinosis had cleared up and
at the present time the patient is out of the in-
stitution on visit.

It is possible that the correct diagnosis is
syphilitic paranoid state, a condition first de-
scribed by Plaut, and recently mentioned by
Hoch in a criticism of one of my papers. I
have seen three cases which almost certainly
belong to this group, and another case of the
same type is quoted further on in this paper.
It is probable, however, in view of the excessive
use of alcohol that in this case we have a non-

symptomatic general paresis with an alcoholic
psychosis added.

Table II presents all of the data in readily ac-

cessible form, showing for each group the total
of the diagnoses made at the Psychopathic and
how they were changed at Foxboro.

Certain of the apparent errors appear on

analysis to represent merely verbal divagations,
although in the majority of instances such ver-

bal non-agreement represents an underlying
basic difference in etiological conceptions. Thus
the changes from manic depressive to involution
melancholia (three cases) represent probably a

somewhat different standard of viewing the de-
pressions of the involution period. In connec-

tion with this I have reviewed Dreyfus ' analysis
of involution cases, due to which the idea has

spread that involution cases should all be
classed as instances of manic depressive psycho-
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sis, and I find that this analysis is not convinc-
ing. Too many cases died early in the course

of the disease or terminated in dementia. It is
probably true that the majority of the de-
pressed cases of the involution period are of the
manic depressive type, but it is my belief that
cases with hallucinations and marked delusion
formation should be regarded as cases of manic
depressive only when the entire life history of
the individual bears out such a conception.

Some of the changes which seem at first to be
verbal changes probably represent cases in
which different periods in the evolution of the
mental state were seen and not sufficient weight
was given to the preceding observations. Thus,
in the changes in the group of the psychotic
feeble-minded, in three cases the Psychopathic
diagnosis of "psychosis with feeblemindedness"
was changed to read "feebleminded." In two
cases the latter diagnosis either expresses the
same idea as our psychosis with feeble-
minded," or else very real instances of psycho-
tic conduct were given no weight in this final
diagnosis. In a third case, called by us "feeble-
minded with chronic alcoholic deterioration,"
and not regarded as insane, the matter is clearly
one of terminology. Of course, if there is or

seems to be a deteriorating process in a feeble-
minded person, then the diagnosis is certainly
phrased only with great difficulty. A change
of the opposite type, in which we made a diag-
nosis of feebleminded and raised the question
of dementia preeox, is regarded at Foxboro as

a case of "psychosis with feeblemindedness,"
which is unquestionably correct and apparently,
from their record, the psychosis is dementia
preeox.

Of course, in the majority of groups the num-

ber of cases considered is too small to make any
very accurate statistical evaluation. Possibly
because of this small number of cases certain
changes in diagnosis, which we have elsewhere
found to be very common, occur very seldom in
this series. So, changes from senile dementia
to arteriosclerosis, and vice versa, are rare. Of
course these changes are most commonly due to

variation in the evaluation of indirect evidence.
From the study of autopsied cases, it is clear to
me that diagnoses in these groups are wrong
with surprising frequency.

It appears that there are at least three types
of changes in diagnosis. There is: first, an es-

sentially verbal change, representing no real
difference in diagnostic standards; second.

where the evidence to be evaluated is so indi-
rect that variations in standard and in correct-
ness of interpretation are very common; third,
the very important group in which the real
evidence of divergent standards exists and calls
for close study. Even here, unfortunately, it
often occurs that a portion of the deviation is
due to carelessness or improper interpretation;
i.e., an interpretation which is not justified by
the facts at hand.

When such cases are excluded, there still re-

mains an important series of cases for analysis.
Of course, all too frequently we solve our puzzl-
ing problems on the basis of outcome, but it
seems to me we should be very careful in ap-
plying this standard to diagnosis, since trust-
ing too much in it will lead to carelessness in
case study and in the more important phase of
symptomatic diagnosis.

The best method of analyzing the changes and
the reasons for them in the group of cases at
hand is a rapid survey of the changes :n the
various groups.

Dementia Preeox: In six cases the diagnosis
was changed from dementia preeox to manic
depressive. In three of these cases the record
made while at the Psychopathic presents defi-
nite signs of schizophrenia, so that the diagnosis
would seem to be symptomatically correct, but
not verified by longer observation and the out-
come. In the fourth case, the Psychopathic re-

cord is not complete because of the difficulty of
examination of the patient. The fifth was an

excited case where the difficulties of differentia-
tion are notorious; and the sixth very interest-
ing case is here briefly quoted :

A man of 29, admitted to the Psychopathic on
March 13, 1917. Two brothers had pre-
viously been at the Psychopathic; one with a

diagnosis of psychoneurosis, the other with a

diagnosis of manic depressive. The patient
was sent in because he could not work for lack
of concentration, noise of great machin-
ery filled his head, his cap hurt his head.
He had crying spells. The voices began
crying in his head. After he read "Welt-
schmertz" his heart felt like a rose grow-
ing and blooming, then it began to fade and to
fall away and the center burned like the sun it-
self. He talked rapidly, his face was bright, he
seemed happy. He had written a drama, a very
disconnected thing, called "The Rise and the
Fall of Man." On examination he revealed a
sex history of masturbation, homo-sexuality and
promiscuity. He gave a symbolic interpreta-
tion of his rather vivid auditory and visual hal-
lucinations. He had some poorly formed poli-
tical concepts of very peculiar nature. His
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emotional tone was unstable, though emotionally
depressed. At staff meeting his ideas were
quite fantastic. The early hallucinations had
disappeared. There was a possibility of pre-
vious attacks.

By exclusion we reached the diagnosis of de-
mentia preeox. At Foxboro the provisional
diagnosis was dementia preeox. He was regarded
as showing "intellectual, affective and volitional
deterioration." The examination revealed much
the same as that at the Psychopathic.
He became rather markedly depressed and then
had a definite period of excitement, although
the characteristics of the mania were not clearly
those of manic depressive. However, he im-
proved and for a year has been out on visit,
working and doing quite well. The confirmed
diagnosis of manic depressive is, therefore,
based on the seeming recovery. As symptoma
tic analysis at both institutions pointed to a

schizophrenic process, it is necessary to point
out that the present condition may be only a re-
mission which we know to be fairly common in
preeox. One valuable point brought out is that
what we may call intellectual, affective and voli-
tional deterioration is not always necessarily
so. Tn not a few cases such deterioration is
only apparent and is the result of an active dis-
turbance in one or all of these fields.

In one case the diagnosis was changed from
preeox to alcoholic hallucinosis, and our record
makes no statement regarding the alcoholic his-
tory. The nature and content of the hallucino-
sis, together with the emotional reaction, is
much more like alcoholic hallucinosis than pre-
eox. Tt is quite important that we should not
depend on the history of alcohol as the only
means of differentiating between these two con-

ditions. We may thus make more errors in
diagnosis, but we shall also improve" our atten-
tion to the relationship between symptoms in
the various cases.

In the four cases with changes in diagnosis
from dementia preeox to mental deficiency, it is
worthy of note that none are to mental defi-
ciency with psychosis.

Analysis of the Foxboro and Psychopathic
records in these cases shows that in one case

we are apparently dealing with mental defi-
ciency or dementia simplex, a notoriously diffi-
cult differentiation in an adult. One case seems

to me dementia preeox on a basis of feeble-
mindedness ; another has not been, from the his-
tory, feeble-minded, and I believe dementia
preeox to be the correct diagnosis. The fourth
very interesting case is quoted in some detail :

This man of 26 was sent to the Psychopathic
Department February 18,1919, from the muniei-

pal court. His father is a spiritualistic doctor.
Patient had been in Boston for two weeks. He
stole a coat at his place of employment and
beneath it wore a Lady's coat. At the Psycho
pathic he was quiet, rather sullen, suspicious,
evasive, overbearing in manner, not very ac-

cessible. His memory was quite good. He
claimed to know all that wasi going on at home;
told of receiving messages from home by spir-
itual communication. He was always hinting
at mysterious powers, but was very evasive
about them. His attitude was quite typically
schizophrenic. He told conflicting and fantas-
tic stories, including one involving a kidnapping
of his brother. At Foxboro, the inability to
demonstrate character change, deterioration, de-
lusions or hallucinations was considered to rule
out preeox, though a happy indifference, ego-
centrioity, boastfulness, fabrication, and absence
of memory defect and poor and erratic judg-
ment were advanced as arguments for moronity.
These are precisely the points I would urge in
favor of preeox. Here, then, is a casc( in which,
the facts do not particularly differ but in which
the interpretation is widely at variance. Eventu-
ally, I am sure, the diagnosis will be cleared
up and will probably be dementia praecox, or

possibly pseudo-logica fantástica.
The interesting changes in diagnosis from de-

mentia preeox to general paresis and to juvenile
paresis involve two cases worth quoting, the one
because it is apparently one of the rare cases
of syphilitic paranoid condition ; the other be-
cause of the difficulty in arriving at any diag-
nosis.

A man of 50 was brought to the Psychopathic
Department March 28, 1915, because he went
twice to a church for protection from a large
crowd of people who were following him. In the
admission office he at once wished to know if
he was to be killed. On examination he was

oriented, the memory was good. School knowl-
edge apparently retained. There were numer-
ous delusions of at least two years' duration.
He was very apprehensive, hallucinated, emo-

tional tone schizophrenic. He had many ideas
of reference and was somewhat grandiose.

Physically, there were Argyll-Robertson pu-
pils, exaggerated reflexes, and a typical serology
of paresis.

Because of the mental picture, a diagnosis of
dementia preeox, paranoid, was made and he
was sent to Foxboro, where he continued hal-
lucinated and deluded, and with physical and
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serological signs as given above. At present
(1919) he is actively employed each clay and
does not show the characteristics of general
paresis to any marked degree, although his hal-
lucinations and delusions continue. This is, ap-
parently, a typical case of syphilitic paranoid
condition.

The other ease, a boy of 25, was twice ob-
served at the Psychopathic Department, once at
the Rhode Island State Hospital, and once at
Foxboro. A definite diagnosis between demen-
tia preeox and manic depressive has never been
made at any, though we are now fairly certain
of dementia preeox. The interesting point is
that at Foxboro a diagnosis of juvenile paresis
was made on the basis of the mental and physi-
cal findings; rapid deterioration, following-
grandiose ideas; poor attention: circumstan-
tiality; partial disorientation ; calculation,
writing and speech defects; fantastic, expan-
sive delusions ; auditory hallucinations ; ego-
tistic attitude and very slight physical signs.
However, the absence of any serological find-
ings and the failure of progression of physical
signs during four years, seems to me sufficient
to rule out juvenile paresis, while the more ob-
vious schizophrenia observed this year seems
sufficient to establish the diagnosis of preeox.

Manic Depressive. The second large group
of oases is the manic depressive, and it is inter-
esting to find that, whereas the Foxboro diag-
nosis agrees with the Psychopathic diagnosis in
practically 90 per cent, of cases of dementia
preeox, the agreement is only 68 per cent, in
the case of manic depressive, a rather striking
reversal of figures of earlier years and agree-
ing with the figures found in my recent study.

The most important changes here are the
changes to dementia preeox, since those to in-
volution melancholia have been sufficiently dis-
cussed above. Three of the four cases in which
the diagnosis was changed from manic depres-
sive to dementia preeox are clearly from the
Psychopathic records schizophrenic, and the
diagnosis of manic depressive should not
have been made. The fourth is a case

in which schizophrenic features did not
clearly appear during the stay at the Psy-
chopathic, and it is possible that new develop-
ments or the outcome have been the deciding
factor in the diagnosis. In the other three
cases our interpretation was erroneous. The
case in which the diagnosis was changed from
manic depressive to senile dementia is very in-

teresting, since when seen by us this woman
had a good memory, was correctly oriented,
was definitely depressed and retarded, but had
had no previous attacks, so that this case pos-
sibly represents one in which the first signs of
the approaching dissolution were to be found
in depression.

Cerebrospinal Syphilis. In the one case in
which the diagnosis was changed to acute al-
coholic hallucinosis, our record (1916) shows
an alcoholic history, a poor memory for recent
events, auditory hallucinations, delusions of
persecution and of reference, apathy and indif-
ference, with depression at times. The neuro-

logical examination and the Wassermann re-

action in blood and spinal fluid were negative,
and the diagnosis of neurosyphilis was based
on the following cerebrospinal fluid data :

albumin increased, globulin increased, cells 21,
gold reading 0 0 12 2 10 0 0 0. The six days'
stay at the Psychopathic did not give time for
further study. Although the patient is now

well and working, one wonders what the future
will,show, in view of the spinal fluid signs of
an organic nervous disease. Certainly, such
findings are extremely rare in the alcoholic
group in the absence of syphilis.

Acute Alcoholic Hallucinosis. One case was

given the diagnosis "Epilepsy-alcoholic equiv-
alent in a case of alcoholic hallucinosis" at
Foxboro. It is evident that we agreed on the
alcoholic side of the case, but Foxboro believes
there is an underlying epileptic personality as
a basis for the alcohol, and so extends the di-
agnosis further back into the fundamental per-
sonality trends underlying psychotic manifes-
tations.

Another case was called toxic psychosis
(lead). We had no evidence of any lead en-

eephalopathy. Such cases usually show symp-
toms of dementia rather than of recoverable
paranoid type. Accordingly, I am not quite
convinced that the second diagnosis is correct.

Other Psychoses. With respect to the psy-
choses of the involution period, it is quite clear
from even a cursory survey of cases arising
then, that a variety of types is encountered.
Whether all of these diverse pictures are to be
regarded as basically one disorder, is a ques-
tion which I am not prepared to answer. The-
oretically and statistically, there is ample jus-
tification for believing that several types of
psychoses may arise in this period Accord-
ingly, all cases should be carefully scrutinized
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to determine if they are of some other type
than the so-called involution melancholia, and
this diagnosis should be reserved for cases
characterized by the predominance of depres-
sion. The more common types of psychosis en-

countered in this age period are dementia pre-
eox, manic depressive, presenile delusional and
a group of cases which cannot better be diag-
nosed than paranoic conditions. Hence, no

special quarrel can ever be raised with the di-
agnoses of the groups with onset in this age
period, so long as such diagnoses are based on

thorough-going symptom analyses and inter-
pretations.

Another very difficult group, from the stand-
point of diagnosis, is the paranoic group. We
deal here with a wide range of possibilities,
since any group of mental disorder may be
characterized by paranoid symptoms. So the
term "paranoic condition" should be, as it is,
reserved for those cases in which no other di-
agnosis can be made. Incidentally, such a di-
agnosis is called a diagnosis only by courtesy,
since what we do is to give a clinical descrip-
tion without particular etiologic or pathologic
ideas in mind. The term formerly used, "un-
diagnosed paranoid state," really expresses
what we do in the way of diagnosis.

Of the various cases in which a diagnosis of
the type of paranoid state was made, after the
Psychopathic had failed to make such distinc-
tion, one is quite striking. This colored woman

of 63 was admitted to the Psychopathic, Octo-
ber 24, 1914, because of a sudden excitement.
For ten years she had had facial neuralgia,
and now there was marked arteriosclerosis.
W7hile in a hospital, waiting for operation,
she developed ideas of reference and possible
auditory hallucinations. At the Psychopathic
the ideas continued. Memory was only slightly
impaired. There was a positive Wassermann
reaction in the blood serum. At Foxboro, the
patient continued hallucinated and deluded,
and the diagnosis of senile dementia was made.
If senile dementia in this case means the sim-
ple deterioration type, then the diagnosis is in-
correct. There are three diagnostic possibili-
ties : senile paranoid condition, arteriosclerotic
paranoid condition, and a syphilitic paranoid
condition, of which the first is probably more

nearly correct.
Other changes are scattered and need no par-

ticular comment, but one further case deserves
special mention: This woman of 35 was at the
Psychopathic for over a month, in 1918. She

had been for three years very unhappy over an
unfortunate love affair, and could not rid her-
self of thoughts of the man. She lost her
ambition and interest, though she had kept on

working, and made many demands for sym-
pathy. She then began to complain of an en-

emy who spread defamatory tales about her.
No definite ideas of persecution were obtained,
and no hallucinations. A diagnosis of psycho-
genie, psychosis was made. In February, 1919,
at another institution, she first showed some ex-

citement and began to elaborate delusions
around a physician at the Psychopathic. Hal-
lucinations in many fields appeared ; there were

many delusions and conduct disorder developed.
Transferred to Foxboro. the condition con-

tinued there. She was very resistive, impul-
sive, assaultive, and hallucinated. She became
stuporous and died of broncho-pneumonia, and
a diagnosis of dementia preeox seems quite
correct.

Finally, we have a group in which the Psy-
chopathic failed to arrive at a diagnosis. All
such cases are of great interest both theoret-
ically and practically, and a very great advance
may be expected from a careful study of such
oases. The diagnoses made at Foxboro in this
group seem to be eminently proper. The two
cases which remain undiagnosed do so because
of language difficulty.

SUMMARY.

We ean then summarize this report by say-
ing that the diagnostic standards at Foxboro
and at the Psychopathic are on much the same

level. Of 17 unclassified cases, Foxboro has
classified all but two. Diagnoses agree in'the
two institutions in 90 per cent, of cases of
preeox, 68 per cent, of cases of manic depres-
sive, and in all cases of general paresis. The
total agreement of 213 diagnosed cases is 77
per cent. The reasons for variation in diag-
nostic ' opinion will usually be found to be
either :

1. Verbal changes, representing no real dif-
ference.

2. Variations in the evaluation of indirect
evidence.

3. Cases in which different phases of a psy-
chotic picture are seen.

4. Difference in standards of diagnosis, of
which not the least is the dependence by main-

people upon outcome as the most important,
single diagnostic standard, which I am con-

vinced is a wrong viewpoint.
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